issue in an informed way, there should be greater research into whether affected women view themselves as victims of assault or as active and willing participants in a necessary social act. As J Tim Scott reasoned in a letter to the British Medical Journal (www.bmj.com/cgi/eleters/321/7256/ 262#EL3 [accessed Sept 25, 2001] ), some supporters of the educative approach rather than a total ban may argue that allowing some licensed medical practitioners to provide minimal forms of circumcision such as "token nicks" to satisfy "honour" could prevent much greater harm than permitting unlicensed operators to perform radical excisions. The BMA considers, however, that health professionals should not carry out female genital mutilation and that the practice constitutes "a clear breach of human rights". The BMA report also recalls the WHO statement that "the medicalisation of the procedure does not eliminate this harm and is inappropriate for two major reasons: genital mutilation runs against basic ethics of health care whereby unnecessary bodily mutilation cannot be condoned by health providers; and, its medicalisation seems to legitimise the harmful practice". In any circumstance, all women must have the right to be protected against any form of genital mutilation. Tackling female genital cutting in Somalia B efore the collapse of the Somali government in 1991, there was support for elimination of female genital cutting; the practice was banned from hospitals and health research was conducted. But a decade of civil war put a stop to any attempts at coordinated national action of any kind, and today Somalia has one of the highest rates of genital cutting of any country-98% according to WHO.
1
The most extreme form of cutting is practised in Somalia, and involves removal of the clitoris, the labia minora, and the labia majora, and subsequent rejoining the cut edges of the labia (infibulation). This is a preIslamic custom dating from the time of the Pharoahs and is also found in Christian and Jewish women in other parts of the Horn of Africa. This procedure is associated with significant morbidity: 39% of women in Somalia are reported to have immediate substantial complications. Haemorrhage, infection, tetanus, and septicaemia are among the immediate health consequences; long-term effects include impaired urinary and menstrual function, chronic genital pain, cysts, neuromas, ulcers, incontinence, and infertility. Childbirth requires cutting and repairing the infibulation, which causes additional morbidity and increases the chances of maternal and child mortality.
At the maternal child health centre in Galcayo, northeastern Somalia, Médecins Sans Frontières (MSF) noted that more than a third of all admissions to the regional hospital maternity ward between April, 1998, and August, 2001, were for complications of pregnancy. Maternal mortality among women admitted to the hospital is alarmingly high, at 31 deaths in 734 deliveries (4223 in 100 000). All women seen had extensive excision and infibulation-known to increase maternal and perinatal mortality-and all deliveries required an inverted Y incision to open the infibulation, with subsequent repairs in all cases.
MSF opposes female genital cutting, taking all steps to ensure that it is not undertaken in facilities where the agency works, and that instruments supplied are not used for the procedure.
2 While it could be argued that the provision of surgical instruments is a trade off for a less destructive form, such "medicalisation" does not prevent many of the serious health consequences, and is no less a violation of human rights; the practice contravenes human rights laws and conventions, including the Universal Declaration of Human Rights, the Convention on the Elimination of All Forms of Discrimination Against Women, the Convention on the Rights of the Child, and the African Charter on Human and People's Rights.
MSF has joined forces with women's groups in Somalia. Health education about female genital cutting, delivered through training given to midwives and traditional birth attendants, has met with some success in parts of the Galcayo community: cutting is now talked about openly as a reason for problems in childbirth. Traditional birth attendants are aware of the health effects and several have said that they would be glad to see the practice stopped; furthermore, the local ministry of health has made infibulation illegal but there is no enforcement of the law. However, birth attendants say that most parents continue to ask for their infants to undergo the larger excisions. Parents who are more aware of the health issues or of the requirements of Islam do not have their daughters infibulated, but they remain a minority.
The practice of female genital cutting is centuries old and persists because it satisfies the interests of people in the societies within which it is practised. Advocacy directed towards eradicating the practice is a cultural negotiation in which the language used is important. It has been suggested that calling the practice mutilation might antagonise the population against any initiative. "Is it helpful", asks one Islamic scholar "to tell a mother that she is mutilating her daughter, or is it better to say that this cutting is harmful because of the health consequences?" 3 A focus on the health consequences provides a fairly uncritical and culture-neutral framework for discussion. Health workers must continue to record women's experiences and use this information to advocate for change at various levels to work towards eradicating the practice.
